2014-12-16 11:36  Dept of Health-HCF 8655945739 >> 9319242055 P 14/14
- PRINTED: 12/16/2014

Bivision of Health Care Facilities FORMAPPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA X2) MULTIR
AND PLAN OF GORRECTION . (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: A, BUILDING: 01 - MAIN BUILDING 01 COMPLETED
B, WiNG
_ TN3101 12/01/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRIDGE AT MONTEAGLE (THE 46 SECOND STREET
_ (THE) MONTEAGLE, TN 37356 :
x4} p | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CQRRECTION "8
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE co.-f-.pL’ere
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSE-REFERENCED TOQ THE ARPROPRIATE DATE
| DEFICIENCY)
N 002 1200-8-6 No Deficiencies N 602
: ?ased on absevatlon, lesting. and racords reveiw
; it was detrmined the faciled had no deficlencies.
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ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE xmoATE
T F 22 ST (2/2 /‘//}f’/k
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